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INTRODUCTION:  Isolated  endometriosis  of the  intestine  causing  large  bowel  obstruction  is rare.
PRESENTATION OF CASE: We  present  a case of  endometriosis  presenting  as  large  bowel  obstruction  in  a





urgent  surgery  was  required.  The  diagnosis  of endometriosis  was  made  only  after  pathological  evaluation
of  the  specimen.
DISCUSSION:  No  cases  of  endometriosis  conﬁned  to  this  sigmoid  colon  without  pelvic  involvement  were
noted  in  the  literature.
CONCLUSION: The  diagnosis  of endometriosis  should  be entertained  when  women  of childbearing  age
presents  with  large  bowel  obstruction,  whether  or not  the  patient  has  other  evidence  of  the  disease.
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. Introduction
Endometriosis involving the intestines occurs in 5% of pre-
enopausal women. Of these, 70% present with large bowel
bstruction.1 We  present a case of endometriosis presenting as
arge bowel obstruction in a woman of childbearing age. She had no
revious symptoms to suggest endometriosis and on presentation
rgent surgery was required. The diagnosis of endometriosis was
ade only after pathological evaluation of the specimen. No cases
f endometriosis conﬁned to this sigmoid colon without pelvic
nvolvement were noted in the literature.
When women of childbearing age seek medical attention for
igns and symptoms of intestinal obstruction, and there is no obvi-
us etiology, intestinal endometriosis should be considered as a
ifferential diagnosis.
.  Presentation of case
A 37 year-old housewife and mother of a 10 year-old by Cae-
arian section, presented with a history of generalized, colicky
bdominal pain and constipation for 6 days, with bilious vomiting
nd distention for 2 days. She had normal, regular menses with no
istory of dyspareunia, dysmenorrhea, abdominal pain, constipa-
ion, diarrhea or rectal bleeding.
     
∗ Corresponding author at: 10 Dahlia Walk, Dorrington Gardens, Diego Martin,
rinidad  and Tobago. Tel.: +868 683 7858; fax: +868 657 8531.
E-mail  address: nigelantonio@hotmail.com (N.A. Bascombe).
210 2612-     ©  2013 The Authors Published by Elsevier Ltd on behalf of Surgical Associate  .         
ttp://dx.doi.org/10.1016/j.ijscr.2013.09.015he Authors. Published by Elsevier Ltd on behalf of Surgical Associates Ltd.
On examination, she was  in painful distress, ill looking and
mildly dehydrated, with a tachycardia of 108/min. Abdominal
examination revealed a Pfannenstiel incision scar. The abdomen
was distended and tympanitic with generalized mild tenderness
but no peritonism or palpable mass. Bowel sounds were decreased
and the rectum was  empty.
CT-scan  showed grossly distended large intestine from the cae-
cum to the sigmoid colon, with no air in the rectum (see Fig. 1). The
complete blood count, liver function test and carcino-embryonic
antigen were all within normal limits.
At surgery, the large intestine was  grossly distended from
the caecum to sigmoid colon where there was  a palpable solid
tumor in the wall of the bowel. The sigmoid loop, with its
tumor, was freely mobile with no adhesions. The pelvis, ovaries,
tubes and uterus were grossly normal and there were no other
intra-abdominal abnormalities. With an operative diagnosis of
carcinoma, sigmoid colectomy with primary anastomosis was  per-
formed. Post-operatively, she had an uneventful hospital stay of
5 days. The cut specimen revealed an obstructing tumor on the
mesenteric border, within the wall of the sigmoid colon without
involvement of the mucosa (see Fig. 2). Microscopically, there was
endometrial glandular tissue accompanied by endometrial stroma
in the sigmoid ‘tumor’, with clear margins and no evidence of malig-
nancy (see Fig. 3). At histology, the ﬁnal diagnosis of intestinal
endometriosis was  made. She was  subsequently referred to the
gynecologist for treatment and remains asymptomatic 15 months
later.
Open access under CC BY-NC-SA license.3. Discussion
Intestinal involvement by endometriosis occurs in 5% of pre-
menopausal women. Of these, 70% present with large bowel
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Fig. 3. Microscopic photograph (magniﬁcation power 2×) showing normal largeig. 2. Photograph of the cut specimen (sigmoid tumor) showing diseased bowel
all with intact mucosa.
bstruction.1 However, the vast majority of these patients reported
re known cases of endometriosis, having complaints of pelvic pain,
yspareunia and/or dysmenorrhea.1–5 Many of them also have a
istory of infertility, for which they were subjected to investigation,
uch as laparoscopy, hence, presenting with a previous diagnosis
f endometriosis.
Our patient had no history to suggest the condition with
o visible endometrioma, ovarian or pelvic abnormality indica-
ive of endometriosis. The pathophysiology of endometriosis has
een explained by various theories; direct myometrial extension,
oelomic metaplasia, lymphatic and hematogenous metastasis,
everse menstruation and implantation during salpingography or
ue to operative spillage.6 The mechanism by which our patient
eveloped ‘isolated’ endometriosis within the muscular layer of the
owel with no involvement of mucosa or any pelvic organ remains
nclear. Although seat belt trauma had, in one case, been suggestedbowel mucosa and submucosa with endometrial glands within the muscularis pro-
pria. Stained with hematoxylin and eosin.
as an etiologic factor, no clear evidence was provided for this.7 In
our patient, there was  no history of trauma.
When the initial presentation of endometriosis is intestinal
obstruction with no previous history and no suspicious ﬁndings
at surgery, the diagnosis is unlikely to be made preoperatively. In
most reported cases, the patients had a known history of endome-
triosis or the surgical ﬁndings were very suggestive of it.8 Both these
observations were absent in our patient. In the non-obstructed
case, colonoscopy, endoscopic ultrasonography and magnetic res-
onance imaging may  assist in accurate preoperative diagnosis.9 We
believe that one should always maintain a high level of suspicion
of endometriosis, when a woman  of childbearing age presents with
intestinal obstruction and there is no other obvious cause. If the
diagnosis is made preoperatively, surgery may  be avoided in the
non-obstructed case and only a limited resection done in the event
of obstruction.10
4. Conclusion
When a woman  of childbearing age presents with large bowel
obstruction, one should always entertain a possible diagnosis of
endometriosis whether or not the patient has other evidence of the
disease.
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